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G 000 INITIAL COMMENTS G 000

 This visit was for a federal home health 

complaint investigation.  

Complaint IN00154935 - Unsubstantiated: Lack 

of sufficient evidence.   

               

Survey Date: May 4, 2015

Facility # IN012872

Medicaid vendor ID  201084980

Adaptive Nursing and Healthcare Services Inc. 

was found to be in compliance with 42 CFR 

484.10 amd 484.14 as related to this complaint.
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